Background Despite the availability of effective evidence-based treatments for depression and anxiety, many 'harder-to-reach' social and patient groups experience difficulties accessing treatment. We developed a complex intervention, the AMP (Improving Access to Mental Health in Primary Care) programme, which combined community engagement (CE), tailored (individual and group) psychosocial interventions and primary care involvement.
Introduction
A wide range of interventions are effective in improving outcomes of common but disabling mental health problems such as depression and anxiety. 1, 2 However, many groups with high levels of mental distress are disadvantaged because care is not available to them in the right place and time, or when they access it, their interaction with caregivers deters help seeking or diverts it into forms that do not address their needs. Drawing on a systematic reviews, 3, 4 secondary analysis of existing data sets 5, 6 and a conceptual review, 7 we developed a complex intervention to improve access to mental health in primary care comprising three inter-related components: community engagement (CE), promoting well-being (comprising offer of a psychosocial therapeutic intervention) and improving quality of primary care provision. This paper provides an overview of the rationale behind the CE model adopted to meet the aims of the wider Access to Mental Health in Primary Care (AMP) Programme 8 and describes its implementation and evaluation.
Background: design for Community Engagement in the context of a complex intervention
Community engagement, which has been defined as:
'building active and sustainable communities based on social justice, mutual respect, participation, equality, learning and cooperation. It involves changing power structures to remove the barriers that prevent people from participating in the issues that affect their lives' 9 Has become a routine practice in many areas of health and public service provision and in some areas of research. [10] [11] [12] [13] [14] [15] [16] The diverse aims and methods involved have led to a profusion of approaches, models and toolkits. We undertook an extensive critical literature review of existing approaches. No single offthe-shelf approach met the needs of the programme. Accordingly, we drew pragmatically on a range of perspectives and techniques that have previously been used in CE for addressing health issues. 17 Central to the intervention design was an understanding of access, treatment and recovery as a dynamic and often protracted set of processes and decisions, involving not only patients and health practitioners but also contingent on a wider range of community stakeholders and resources. 18 Improving access for under-served groups can involve addressing any of the barriers in the pathway: from people recognizing they may need help; to seeking, negotiating and engaging in treatment; to navigating successful treatment resolution and embedding effective self-management. 19 We determined that the nature, scale and impact of barriers and facilitators at the local level, as well as how they might best be approached, could only be understood by engaging actively with our target communities. The CE model was conceived as an inductive community problem solving activity 18 ( Fig. 1 ).
In drawing on the roots of action research, we Figure 1 Common policy or problem-solving cycle.
found a common ground between well-known approaches in health service improvement 20 and community-based participatory research. 21 Aims were negotiated, augmented, refined and adapted through engagement as an integral part of the process. The role of the intervention team was to facilitate local action and local partnerships. It was envisaged that this approach would help stakeholders to continue beyond the intervention time frame by recognizing, utilizing and developing both local and wider resources. The approach emphasizes involving the community in reflecting on the problems and issues, and producing considered action at the local level in the relatively short time frame available. It allows for proactively building trust, key when working with under-served communities with complex unmet mental health needs. The active collaborative participation involves local people and service providers in both negotiating and delivering on the agreed aims. Drawing on the wider traditions of action research, this can be seen as empowerment through action and delivery.
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Methods
Aims
The CE component addressed four overarching programme aims (see Box 1).
The main focus of this paper is on the second aim: relationships between stakeholders, their engagement with the issue of access to mental health and with the programme through the CE model between 2010 and 2012.
Design of the community engagement model
Drawing on Lewin's 18 'spirals' of action research, our CE model involved four inductive components, implemented in sequence (see Box 2).
Information gathering
Whilst our initial reviews provided key findings, knowledge and best practice in working with under-served groups, they could not tell us about the specific issues in the intervention localities.
Information gathering was also the first step in building the trust and networks necessary for successful engagement. It involved the intervention team getting to know the local area, communities and stakeholders and understanding the range of issues related to mental health and access from local people's own perspectives.
We developed a research strategy drawing on the ethnographic tradition 26 and incorporating recent methodological refinements. 27 Information-gathering lasted for about three months and involved three overlapping approaches:
Box 1 Aims of the Community Engagement intervention
Develop Knowledge To develop our knowledge of the range of understandings and attitudes about mental health and wellbeing in the community Networks and Partnerships
To develop local networks (required for the primary care training and the psychosocial intervention) to design and implement CE with these partners Addressing Barriers to Access -Candidacy
19
To address stigma and the acceptability of seeking help and identify the practical barriers to engaging in treatment; to use this knowledge and these networks to address barriers to mental health-care access and tailor health literacy approaches to improve awareness of mental health issues in the community, including, how, when and where to seek help Embedding Gains and Agenda -Recursvity
37
To embed gains, foster relationships and raise the issue of improving access to mental health care, to impact on issues beyond the intervention time frame.
1. Entry to the field: getting to know the localities and people and the experience of life in these communities. We used internet searches and site visits to identify local service providers and events where we could meet local people. We invited them to participate in 'go-along' interviews, showing us around the local neighbourhood, telling us about local people, communities, the area and how they live their everyday lives. 2. Go-Along interviews using snowball sampling 28 
Community champions
Champions were the day-to-day contact and face of the programme in the community, organizing and driving the activities identified in the CFG. Community working groups (CWGs)
Monthly meeting of stakeholders working together to implement activities decided in CFG.
These enabled development of:
1. Initial models of mental health understandings within the community 2. Key engagement messages 3. A database of contacts, projects and resources across health, social, voluntary and community sectors 4. Communications strategy -through identification of local community nodes, information points, media and key actors.
Our information gathering was built on ethnographic principles that the interviewee is the expert, 26 and on the recognition that any knowledge we gained about the community would always be contingent, positional and incomplete.
The Community Champion employed by the AMP programme in each locality was the primary day-to-day contact for the community and facilitated the community focus group (CFG) and community working group (CWG). These were part-time appointments funded by the AMP programme. Senior members of the AMP research team supported each community champion.
Community focus groups
The Community focus groups (CFGs) were forums to negotiate the aims and agenda of the intervention with local people, agencies and wider stakeholders. The CFGs met every six months or so over a period of 2 years (see Box 3). We expected the CFGs to play an important role in negotiating different agendas between local service providers and to provide the strategic level buy-in that was essential for many organisations if their workers were to dedicate time to participating in the working groups. It is important to emphasize that CFGs are not 'focus groups' as conventionally understood in the context of academic work. However, we found the term 'Community Focus Group' was the most useful and acceptable for communicating the broad intent of the group to a diverse range of stakeholders in way that all could understand and would be keen to engage with. Membership of the CFGs was drawn from the contact list developed in the community mapping phase. They included primary care and wider health sector workers (health professionals and policy makers), members of voluntary or third sector organizations, faith leaders, community police, local business representatives and local councillors. Each site held four CFGs throughout the programme. Unlike conventional steering groups, the CFGs were participatory with members negotiating not only direction but also resources for action.
Community working groups
Whilst the focus of the CFGs was on strategic issues and direction, the focus of the CWG was on implementing the action plan formulated by the CFG. The CWG was intended to involve local workers, strategic partners and community members in dividing the tasks needed to deliver a project, using locally available people and skills. Meeting monthly, it was expected to provide a regular opportunity for members from different sectors to develop knowledge, relationships and partnerships, and hence to improve access to care through local services in the mid and longer term. CFG attendees and a wider group suggested by them or identified during mapping were invited to attend, or nominate staff to attend the working group. We considered that splitting the 'strategic', agenda-setting function of the CFG from the 'operational' function of the CWG might be useful in maintaining focus on the agreed actions and a sense of shared ownership of the group's activities by the wider community.
Intervention sites
The CE component was applied in two sites. We worked with South Asian people in Longsight in Manchester and with older people in Croxteth, Liverpool, both in the North West of England. We will focus here on Longsight as a case study as it also incorporated the Working Group element of the design. 8 The
Longsight community champion had lived in the area for a number of years. A British-born Muslim with family in Pakistan, she had previous experience of working on crosscultural health issues in other localities. She worked substantially through the Community Working Group, many of whom became involved in the wider programme.
Evaluation
Evaluation in complex interventions involves attending not only to outcomes, but also to process evaluation. This details the background conditions that the 'key ingredients' require to operate and become embedded in the day-today routines and practices of the actors and stakeholders involved. 29 The challenges of evaluating 'action research' type approaches in complex interventions are likewise well rehearsed. [30] [31] [32] Illuminative evaluation has been used to approach the problems of evaluating interventions in a way which is meaningful to the range of institutional and public stakeholders typical in this kind of intervention. 33 The first task in the CE evaluation was to understand the range of stakeholders -and for institutional stakeholders their operational background -during the intervention. There was a diverse range of process data available, from field notes of meetings to recordings of focus groups. These informed different aspects of the evaluation. The transcriptions of interviews carried out at the end of the programme were the primary source for the evaluation with reference made to other sources as necessary.
The overall evaluation consisted of four related dimensions (see Box 4).
Analysis
Field notes, interview and focus group transcriptions from each phase were collected and coded by the originating interviewer using MAXQDA. Themes were developed inductively, in a grounded fashion 34 with on-going discussion across the research group, throughout the intervention. We then used an adaptation of framework analysis 35, 36 to synthesize findings, develop our understandings of stakeholder groups and to understand their involvement and their perceptions of the interventions. The Framework approach involved developing a matrix (or table) , of themes and sub themes on one axis, and individual informants, organized into stakeholder groups, on the other axis. The cells of the table hold direct quotes, allowing the research team to 'eyeball' the relationship between data and the organizing principles, or interpretations being applied. Development of the matrix, the themes and the groupings of stakeholders is an inductive process -being progressively refined until a configuration that best accommodates and explains the data is arrived at. The AMP team as a whole informed coding and matrix development at an interim analysis day. This involved researchers writing codes in three different coloured post-it notes for grounded observations, insights from conceptual work and emerging themes. These post-it notes were then arranged and re-arranged into a draft matrix on an extended whiteboard to inform subsequent rounds of coding in MAXQDA.
Framework had a number of advantages; firstly, as a procedure, it can be epistemologically neutral. The matrix can accommodate both data and concepts, allowing multidisciplinary teams with different perspectives and degrees of emersion in the data to work together. Secondly, different organizations of the themes and subthemes can be developed subsequently, allowing for orienting the matrix towards answering particular research questions. In our case, this involved synthesizing the grounded themes into frameworks based on the a priori evaluation aims and questions (Box 4); this was carried out by JL and HB prior to review by the rest of the team. The resulting matrixes demonstrated that the interpretations being brought to bear were supported by the data and informed the structure and content of the results presented below.
Results
The results below describe how the aims of the intervention were met through information gathering, building the CFG, negotiating aims and agendas, initiating action through the CWG and subsequent rounds of action and reflection. We draw on process data from across the intervention: indicative quotes and field notes are provided as appropriate to illustrate the themes emerging from the analysis.
Developing local knowledge
Longsight is an area close to Central Manchester in the UK, noted for its ethnically, linguistically and religiously diverse population. Census data suggests a population of around 15 500 (2011), although our preliminary work with local primary care providers suggested that up to double this figure were registered with local GPs.
During the information-gathering phase (2-3 months), researchers immersed themselves in The second stage involved understanding local activities through the eyes of the participants. Working through the contacts developed during the observation phase, go-along interviews elicited more nuanced, personal or emotive understandings of the local area and people. ' One woman said to me, "We used to have servants but now we are servants." She was so ashamed that her son was a taxi driver when in Pakistan they had chauffeurs.' [Researcher Notes] The field notes from these exploratory site visits also enabled development of a database of local contacts and stakeholders. From this database, we identified potential candidates for the role of community champion and stakeholders to participate in the CFG.
The first community focus group provided a forum to feed back our findings, discuss them in the wider group and identify shared priorities for action. The agenda for each meeting tracked the problem-solving cycle (see Fig. 1 ) and emerging priorities, and areas for action identified by the group are summarized below (see Box 5) . Researchers used field notes and recordings to produce a summary of the discussions and action points for the CWG.
As Box 5 shows, the majority of agenda setting took place in the first CFG. However, 
Building networks and partnerships
A key challenge in multi-agency working is negotiating common agendas between partners with different organisational structures, operational conditions, funding cycles and understandings of professional roles. Both strategic and operational staff can be required to formally or informally justify their investment of time (e.g. to line-managers). The CFG provided a forum for negotiating values and trust as well as agendas and action plans. It also provided an arena for those working with patients and clients with depression and anxiety to discuss their experiences, issues and problems and to learn about other help available. We held CFGs at a number of different venues in the community to help members get to know other services. Across all stakeholders, communication and time to communicate was considered a significant barrier to working together. This was exemplified in the first CFG. Whilst the third sector members were aware of one another, none of the primary care providers were aware of the local third sector group providing mental health drop in and counselling. ' Most of the GPs are not aware of the services that are available within the community, so we don't get information about the services -only today. . . we didn't know that there's a local community centre which provides all these services.' GP The third sector representatives discussed how they regularly sent materials to GP surgeries but, despite a number of attempts, they had not been able to make contact. ' We've done a lot of work trying to get GPs to know what we do in the local area -and there was a lot of knocking on doors a couple of years ago' Community Group Manager A primary care manager explained the barriers to establishing communications in the context of the daily demands on a busy GP surgery, ' On any given day I'll get twenty or thirty emails and then I'll get sort of three four types of leaflets in my in-tray "please put these in your surgery" I'll get five or six posters, most of them are in English. And I'll phone the head office to find out if they do it in Bengali or do it in whatever and then it's finding the space to put them.' Primary Care Practice Manager
The practice manager went on to emphasize that materials must be highly accessible, not only in terms of patients' literacy and language needs, but that communications and technologies must take account of the operational contexts of GP consultations:
'Some things are better now -the diabetes ones you can get everything on the internet in a leaflet form [language] . So if the patient's in the consultation room the doctor can just print one off and give it to them.' Primary Care Practice Manager 'We have leaflets on audio file in about thirty different languages so even if they can't read. . .' Community Centre Manager 'It has to be really accessible -because the Doctors have ten minute appointment slots -so it'll take ten minutes for the person to come out with something and then if the internet's down or whatever it's not reasonable to expect them to get all the things off the computer in peak time' Primary Care Practice Manager Changes in service provision and personnel were also perceived as a barrier. Differences in organizational culture appeared to play a part. For instance, whilst most third sector providers had an online presence and used Twitter and Facebook to find out about new services, many NHS terminals specifically removed access to Facebook. GPs preferred to access services and referrals through their practice computer systems.
Addressing barriers to access -candidacy
Applied in the context of access for vulnerable groups, 'candidacy' person's readiness to identify their problems, or those of others, as legitimate reasons for health care or treatment. The lack of perceptions of a right, or need for care by patients, family members, or clinicians was identified as an important personal, social and cultural barrier to access. 7 The CWG met for the first time in July 2010. Led by the community champion, the group included local service providers, public health, a community police officer, a local Imam and the practice manager of one of the practices involved in the study, joined by members of the research team. The first meetings revealed the group had a high level of cultural knowledge and specific experience but few had routinely worked together in the past. Turnout, enthusiasm and commitment remained high throughout the process and members took the initiative in inviting along people from other groups and services.
Working together in the CWG on a multilingual mental health calendar (see Box 5) was reported to have benefited a range of stakeholders, both because of its content and the development of local networks associated with its creation. The calendar fostered awareness of candidacy and identification with the health message about accessing care as the calendar was passed to clients, between members of the public and between health professionals: 'It's done awareness raising, it's kind of brought it out in the open, yeah, um it's given them a tool to go off, it's given them an arena for discussion about it because it kind of mentions quotes from the Koran as well so it's kind of got them to reflect that you know there is some of these or something that talks about mental health so it is something that happens in that community. . . I think when I spoke to people even though some there are some people that will not access our services because . . . they're a hard to reach community -but there've been people that have said oh I've passed my calendar onto somebody who needed it so indirectly that work was done basically yeah.' CWG Member
There was a recognition that aspects of the cultural tailoring and adaptation of the calendar for the South Asian population would be difficult to achieve in conventional settings.
'I have to admit I was a bit I didn't like the bit about black magic the way it was described but I understood where people were coming from and sometimes you've just got to go OK well you're speaking from the community's experience so that's the way we need to go.' CWG Member An issue emphasized in CFG3 was the long waiting times for counselling and mental health services in South Asian languages, particularly Bangla. Many members of the group were looking for resources and materials that could help patients and clients both whilst they were waiting for treatment and to provide more appropriate and accessible resources for them. After reviewing all the materials they could access, they found little that they considered fully appropriate and freely available. Members of the group have been working together on the content of an audio compact disc that they plan to make freely available to download from the Facebook group. * Embedding gains and raising the agendarecursivity Recursivity 37 (see Box 1) describes the cyclical impact of people attempting to access care and inadequate, or unacceptable care being offered. Over time, this can lead to a perception in particular communities that care is either not appropriate to them, or not available to them. Related to candidacy, progress in addressing recursivity involves social and cultural change over time. 7 Personal presentation by a person the community identified with was recognized as an important mode of delivery in an avowedly oral culture. The Community Champion appeared on Asian Sound Radio to promote the calendar and the work of the group. The 2011 mental health calendar was launched in late December 2010. It was distributed through local GP practices, third sector partners (nongovernmental organisations) including mental * https://www.facebook.com/pages/Mental-health-Speak-UP-Speak-OUT/233144326764233 health groups, Pakistani and Bangladeshi community groups and mosques, and later refreshed and updated for 2012. During 2011-12, over 3000 calendars were distributed in a population that according to census data has 5502 Pakistani and 1761 Bengali residents (although we suspect this is an underestimate).
The calendar was popular with the public, health-care providers, teachers and others working in the community. Overall, respondents appeared to consider the work of the CFGs and CWG to be important and valuable. The facilitatory work and commitment of the community champion in maintaining contact through emails and phone calls appeared to be particularly important in this regard.
Whilst all stakeholders valued working together and building therapeutic partnerships across statutory and third sectors, routine activities did not provide a framework to move this up their list of competing priorities. Many, particularly in the third sector, had attempted, with limited success, to build these relationships in the past. The opportunity to work together on a common project helped in making new contacts, getting to know existing contacts better and developing trust.
Discussion
Problematic communication has been the biggest single issue identified through the community engagement intervention. Our overriding philosophy was to bring novel technology and innovative approaches to solve communication problems whilst emphasizing the importance of face-to-face interaction and in-depth engagement with the community and community agencies.
Our initial mapping suggested a disparity between needs and routine service provision had perhaps played a role in fostering a vibrant ecology of third sector organisations. This was accompanied by a high level of flexibility and accommodation on the part of local service providers who frequently went beyond what might normally be expected of their roles to meet the needs of local people. The utility of our CE model was enhanced by its configuration as a discrete intervention with a phased approach and focused agenda. Our evaluation suggested that each component of the model had to be in place to effectively manage the multiple agendas and multiple stakeholders.
The phased approach gradually built trust with local people and organizations. This was evident, for example, in the increasing number and type of stakeholders attending the CFGs. Establishing a focused agenda, achievable within the limited timeframe of the AMP intervention, appeared to be valuable.
The limited time-frame may have paradoxically proved advantageous. Both information gathering and evaluation highlighted respondents who had previous experiences of CE as an extended 'talking shop' that did not result in tangible action. In working together to produce specific outputs, our groups gained confidence in their ability to act, and in each other. The opportunity to engage in the programme, within a specific time frame and working on defined projects, appeared to offer an impetus to 'do it now'.
Relevance to the published literature
The CE element of the AMP programme was tailored specifically to meet the needs of CE in a health intervention context. A key difference between our approach and more longstanding Community Development 38, 39 approaches was a need to deliver tangible outcomes, on a controlled range of issues at the local level, within the intervention timeframe. 24 Meeting the aims of the programme relied upon identifying and working towards solutions for the issues identified with community stakeholders. The CE approach needs to give communities a sense of collective ownership of the interventions by involving them in both the design and delivery. Social capital theories have suggested that whilst deprived areas have higher levels of 'bonding capital' they are less likely to leverage 'bridging capital' to bring external resources to bear on addressing local problems. 40 AssetBased approaches 41 42 highlights the difficulties of building a coherent evidence base for the effectiveness of community engagement in health inequalities. In particular, the authors note the limited evidence for outcomes based on theories of empowerment and insufficient resources allocated to rigorous process evaluation. However, we would argue this rests on the somewhat binary categorization of outcomes as systems focused or empowerment focused. The accounts related in the case studies here focus attention on the underlying complexities of valuation frames of individual participants and stakeholders. Many stakeholders are themselves operating simultaneously in both systems and community empowerment paradigms and bring multiple frames to valuations of both their wider roles and intervention outcomes. Our findings also suggest that if we examine contemporary community engagement practices in the light of the more longstanding traditions of action research, we are reminded that dichotomization of systems and community are not so fundamentally distinct. Traditional action research emphasizes involving all stakeholders in problem definition, evaluating and implementing solutions and evaluating progress to inform future decision-making. This division between action and reflection is mirrored organizationally in the division of labour between operational implementation and strategic decision-making. This fundamental principle of discrete phases of action and reflection addresses some of the barriers and inertia faced by individual actors engaging with complex problems.
By providing a common arena for negotiating understandings of purpose, progress and roles, it empowers stakeholders to take collective action by trusting that mechanisms are in place. Communication, trust and knowledge translation between stakeholders both strategically and operationally is paramount. Whilst there has been much progress in theory and practice of community engagement, we consider these rudiments remain fundamental to understanding the mechanics of community projects. These principles of inductive problemsolving outlined by Lewin formalized a process that so permeates our culture that it is in many ways 'hidden in plain sight'. Process analysis allows us to take a more refined view of the finessing of these basic ingredients required to implement the model a given context.
Limitations and strengths
In Longsight, the separation of priority setting and strategic issues in the CFG, and working on joint action on the resulting agenda through the CWG, appeared important in enabling effective working. However, whilst we thought we had explained this aspect of the CE model to stakeholders and participants on numerous occasions, there appeared limited understanding of its intended operation when discussed in evaluation interviews. The division of strategic and operational aspects between the CFG and CWG was often unclear to those who were not routinely dealing with strategic issues. It seems that stakeholders needed to trust that this did work, without necessarily having an interest in why or how it worked. In retrospect, detailing the CE model and collecting all relevant materials together on a project internet site may have provided a more accessible source of information than printed, distributed materials.
Conclusions
Community engagement can be highly effective in a time-limited intervention as part of a complex intervention. CE brings ownership to stakeholders, can embed gains at the local level and allows for tailoring of other aspects of the intervention to local needs.
In deprived communities with limited ability to engage with and navigate services effectively, and where wider and more longstanding development initiatives are in place, we would argue that CE has become essential in coordinating interventions and engaging patients, the public and local practitioners in both collaborative delivery of mental health care and participation in mental health research.
Some key mechanisms worth considering by those undertaking future CE work in health access are summarized below:
1. CE was essential in developing a fuller understanding of the issues contributing to poor access and how existing health systems, materials or communications failed to meet the needs of communities 2. Engaging communities and professionals to work together produced materials that the wider community engaged with, understood and identified with 3. The communities' engagement and identification with these materials then enabled diffusion through extended social networks, empowering community members to act as knowledge brokers 4. The validity of the materials was nevertheless underpinned by distribution through more established knowledge brokers such as GP surgeries, Mosques and Community Centres 5. The wide dissemination of these tangible products provided essential evidence of the capacity for progress and contributed to perceptions of the success of the intervention for both participants and the wider community 6. Community members and local professionals working together fostered a sense of ownership of the interventions, developed and strengthened networks and empowered the community by demonstrating their capacity to act together to address local issues A challenge for future research will be to address the methods of evaluation and implementation appropriate to evidence-based medicine whilst maintaining the characteristic flexibility, community participation and ownership of such interventions.
